Of 46 patients who underwent optical urethrotomy for differing strictures of the urethra, 41 (89.1%) remained free of stricture symptoms at follow up 6 years later. The initial effectiveness of this procedure in improving stricture symptoms is sustained in the long term.
Introduction
Blind urethrotomy in the management of male urethral stricture has been practised for over a century. Though visual incision of urethral strictures was encouraged by Ravasini (1957) and 'Keitzer et al. (1961) , direct vision urethrotomy using a specially-devised scalpel blade was first introduced by Sachse in 1973. Since that report an increasing number of urologists have advocated this approach, so that internal urethrotomy is now accepted as a simple, safe and effective procedure that should be performed as the initial treatment of stricture in the male urethra.
The first report of Sachse urethrotomy in the United Kingdom showed excellent shortterm -results (Smith et al. 1978) . In order to see if results were sustained, a 6-year review of 46 male patients who underwent optical urethrotomy has been carried out. Methods Forty-six male patients with a mean age of 59.3 years (range 5-84) were reviewed six years following optical urethrotomy for treatment of their urethral strictures. The aetiology varied, but there was a preponderance of post-instrumentation strictures (47.8%), and the majority were located in the bulb of the urethra (Table 1 ). The character of the strictures is shown in Table 2 . The duration of the strictures before urethrotomy was 0-2 years in 17 (36.9%), 2-4 years in 1 (2.2%) and over 4 years in 28 (60.9%).
Urethrotomy was the first treatment in 22 patients. In a further 22 patients repeated dilatation had been performed in the past, and 2 had undergone unsuccessful urethroplasty: the complications arising from these previous treatments are shown in Table 3. IIA total of 98 urethrotomies were performed on these 46 patients (average 2.13 procedures per patient). Though the basic urethrotomy technique is unchanged, recent developments have facilitated the procedure. These include a variety of differing shapes and sizes of interchangeable urethrotomy scalpels. There is now an irrigating urethrotome with a distending peak (Korth 1980) . The ureteric catheter used to outline the stricture is now rarely needed, as confidence in incision has grown with experience. Suction drainage of the urethra is possible with a specially adapted three-way catheter (Smith & Ball 1984) . Catheter drainage is no longer considered mandatory and, when instituted, need be maintained only as long as urethral bleeding persistsnormally less than 48 hours. Postoperative hydraulic self-dilatation is encouraged.
Results
The initial complications of the 98 urethrotomy procedures are shown in False passage formation was virtually eliminated by urethrotomy. The 9 patients complaining of varying degrees of urinary incontinence included 2 who were incontinent prior to their procedure. In the remaining 7, initial stress incontinence in 4 patients resolved following a course of maximum perineal stimulation and in the other 3 patients resolved spontaneously following a simple pelvic and perineal muscle exercise. Incontinence resulting from urethrotomy was therefore shortlived and presented no long-term problems.
Overall the results show that 32 patients were sufficiently free of stricture symptoms to require no further treatment during the 6-year follow-up period. Urethral dilatation was performed by other surgeons or urologists in a further 8 patients, but a retrospective analysis of the notes has shown no obvious reason for these procedures, with no strictures being encountered during the instrumentation. Thus in 41 patients (89.1%) no further strictures developed, and each maintained a satisfactory urine flow following successful urethrotomy. In 4 patients (8,7%) there was no significant improvement and in one the stenosis worsened, requiring a urethroplasty. This procedure was successful, indicating that urethrotomy does not compromise any subsequent reconstructive operation.
Discussion
Previous work has shown endoscopic urethrotomy to be a highly effective treatment for stricture in the short term (Smith et al. 1979 ), with a 95% success rate over a mean 12month follow-up period.
The present 6-year review now confirms urethrotomy not only as safe and effective in the initial treatment of stricture, but alsoby maintaining a satisfactory urethral lumenas a curative procedure for the majority of strictures of the male urethra. Minor variations in instruments and techniques have helped, but the essential feature of the procedure remains an adequate incision of all the fibres constituting the stricture, often involving quite deep penetration of the urethral wall, 
